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ANNUAL  CLINICAL  DEBATE. 

T.  W.  Parkinson,  M.D.,  C.M.,  President,  in  the  Chair. 

COLITIS:  THE  MEDICAL  ASPECT. 

By  W.  HALE  WHITE,  M.U.,  F.R.C.P.,  Senior  Physician  to  Guy’s  Hospital. 

Wlieii  face  to  face  with  a case  of  colitis,  the  first  thing  to  decide 
is  wdiether  it  is  primary  or  secondary.  There  are  many  forms 
of  colitis  secondary  to  other  diseases  ; this  applies  to  all  the  three 
common  varieties,  acute  catarrhal,  membranous,  and  ulcerative. 

Colitis  may  be  due  to  injury,  to  inflammation  in  a neighbouring 
part,  or  to  such  diseases  as  bilharzia  or  to  septic  diseases,  less  frequently 
now,  fortunately,  than  it  used  to  be.  Another  variety  of  secondary 
colitis  is  very  important,  the  colitis  secondary  to  Bright’s  disease.  1 1 
is  no  uncommon  thing  for  a patient  admitted  for  Bright’s  disease  to 
die  of  acute  colitis.  This  is  found  in  those  who  have  had  jalap 
or  other  drug  likely  to  produce  this  condition.  Then,  again,  there  is  a 
variety  of  colitis  due  to  the  pneumococcus.  The  treatment  of  all 
these  varieties  depends,  of  course,  on  the  primary  condition.  There  is 
one  kind  which  is  especially  important,  viz. : that  behind  a malignant 
growth  of  the  colon. 

The  last  variety  of  .secondary  colitis  I wish  to  refer  to  is  that 
a.ssociated  with  disea.se  of  the  appendix.  We  have  to  make  out 
whether  the  colitis  is  secondary  to  appendicitis,  or  whether  the 
appendicitis  is  simply  part  of  a general  disease  of  the  colon.  The 
treatment  of  the  two  conditions  is  difterent.  If  the  appendicitis  is  the 
cause  of  the  colitis,  the  latter  may  disappear  if  the  organ  is  removed, 
whereas  if  the  ayipendix  is  involved  in  a genei’al  colitis,  you  are  not 
likely  to  cure  the  latter  by  removing  the  appendix,  and,  in  addition, 
you  are  preventing  an  appendicostomy,  which  might  do  the  colitis 
good. 

I will  turn  now  to  primary  colitis.  Whatever  variety  it  may  be 
(acute  membranous  or  ulcerative),  I suggest  that  the  cardinal  point  is  to 
keep  the  large  bowel  empty.  To  take  the  simple  acute  colitis  due  to 
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some  poison  in  the  food.  Tliere  we  all  act  upon  tlie  principle  I have 
enumerated,  and  probably  give  some  castor  oil  or  calomel  or  grey 
powder.  On  the  same  principle,  naturally,  we  give  very  light  food, 
such  as  albumen  water.  My  own  practice  is  after  that  to  give  milk — 
citrated  or  peptonised — and  to  keep  the  patient  warm  and  in  bed. 
Whether  or  not  to  vaccinate  the  patient  is  a more  debatable  point.  It 
is  not  eas}'^  to  get  a suitable  vaccine,  and  the  patient  often  gets  well  in 
the  meanwhile.  I can  only  say  that  I have  seen  distinct  benefit 
follow  by  vaccinating  the  patient  against  what  seemed  to  be  the 
dominating  microbe  in  the  case.  Be  careful  not  to  stop  the  diarrhoea 
of  a colitis  supervening  in  Bright’s  disease. 

In  the  ti'eatment  of  membranous  colitis  it  has  to  be  remembered 
that  constipation  is  practicallj'^  always  the  source  of  the  trouble. 
There  are  all  degrees  of  this  variety,  but  the  disease  to  which  we 
apply  the  term  is  the  most  severe  form  so  often  seen  in  a neurotic, 
dyspeptic  woman,  who  is  also  constipated.  She  passes  tubular  casts, 
with  intestinal  sand.  Here,  again,  I feel  confident  that  the  large 
bowel  must  be  kept  empty,  and  this  is  again  best  done  by  castor  oil. 
I know  women  who  have  taken  it  regularly  for  years.  Very  rarely 
people  really  cannot  take  it,  and  then  I am  accustomed  to  try  Epsom 
salts,  and,  failing  that,  calomel. 

The  next  common  treatment  is  that  known  as  the  Plombiere 
treatment,  where  the  principle  is  just  the  same.  Plombiere  itself  is 
only  open  from  May  to  September,  and  is  expensive.  Another  dis- 
advantage is  that  the  patient  is  often  neurotic,  and  it  is  bad  for  them 
to  be  in  a place  where  rectal  douches  are  the  main  subject  of  conversa- 
tion. There  are  also  English  health  resorts,  but  my  experience  is 
that  none  of  them  is  quite  equal  to  Plombim’e.  I have  found  it  difficult 
to  get  a nurse  capable  of  cariying  out  this  treatment  properly  in  the 
patient’s  own  house. 

I believe  much  good  can  follow  if  these  women  are  massaged  over 
the  abdomen  regularly  every  day  for  months.  It  is  well  to  get  a nurse 
to  do  it  who  has  had  proper  insHuction  in  massage.  Electricity,  I find, 
is  of  very  little  use. 

Many  of  the  patients  have  weak  abdominal  cells,  and  their  viscera 
are  often  dropped.  Suitable  stays  or  other  supports  often  do  good. 
One  is  often  asked  about  diet.  I suggest  for  discussion  that  diet  doesn’t 
matter.  There  are  two  schools  ; one  says  that  a milky  diet  should  be 
given,  the  other  that  predigested  food  should  be  given  so  as  to  leave 
as  little  residue  as  possible.  Never  give  opium  for  the  pains  of  these 
patients. 

I turn  to  the  more  severe  cases  not  benefited  by  this  line  of 
treatment.  In  1895,  I had  a colostomy  done  for  such  a patient,  who 
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eventually  got  quite  well ; since  then  the  operation  has  been  much 
improved  by  using  the  appendix.  I suggest,  however,  that  for 
membranous  colitis  we  should  be  reluctant  to  do  append icostomy. 
There  is  such  a laro-e  nervous  element  in  membranous  colitis,  that  I 
reserve  operation  for  the  severest  cases. 

Ulcerative  colitis  is  due  to  various  micro-organisms — coli, 
streptococci,  and  pneumococci.  I have  seen  several  cases  of  acute 
sudden  onset,  in  which  the  pneumococcus  has  been  the  offending 
organism.  The  diet  I am  accustomed  to  order  is  three  pints  of  milk 
and  eggs.  Occasionally  pain  may  require  opium. 

I pass  on  to  the  vexed  question  of  intestinal  antiseptics.  Some- 
times I have  thought  that  cyllin  and  sometimes  sour  milk  have  done 
good.  Castor  oil  is  often  also  useful.  The  assistance  of  a bacterio- 
logist, and  the  use  of  a vaccine  have  also  proved  of  service.  But  I 
am  bound  to  admit  that  several  patients  thus  treated  have  relapsed 
in  two  or  three  months.  I suggest  that  in  such  an  event  the  proper 
thing  is  to  do  an  appendicostomy  and  wash  the  bowel  through.  In 
very  severe  cases  I should  have  this  performed  at  once,  instead  of 
waiting  at  all. 

In  some  of  the  relapsing  cases  it  has  to  be  remembered  that  the 
micro-organisms  may  have  got  into  the  blood;  that  the  condition  may 
be  general  instead  of  local  merely. 


By  ROBERT  HUTCHISON,  M.  D. , F.  R.C.P.,  Phy.sician  to  the  London  Hospital. 

Provisional  classification  for  clinical  purposes. — (1)  Catarrhal  : 
(i)  acute,  (ii)  chronic.  (2)  Ulcerative;  (i)  acute,  (ii)  chronic.  (3) 
Muco-membranous.  Brief  description  of  each  variety;  absence  of 
.sharp  limits  between  them. 

Etiology.— {1)  Mechanical  irritation,  e.g.,  scybalae,  undigested 
food,  etc.  (2)  Chemical  irritation,  e.g.,  ptomaines,  aperients,  etc. 

(3)  IMicrobic  irritation,  e.g.,  bacillus  of  dysentery  and  other  bacilli. 

(4)  Nervous  factor  in  muco-membranous  form. 

Treatment. — (1)  Dietetic:  principles  of  diet  in  the  various  forms, 
importance  of  avoiding  irritation  of  the  bowel,  use  of  peptonised  and 
soured  milk.  (2)  Medicinal : use  of  (i)  aperients,  (ii)  astringents, 
(iii)  .sedatives,  (iv)  antiseptics,  (v)  .specific.s.  (3)  Intestinal  injections  : 
(i)  sedative,  (ii)  cleansing,  (iii)  a.stringent,  uses  and  limitation.s. 
(4)  Operative:  relative  advantages  and  scope  of  appendicostomy, 
colotomy,  short  circuiting,  appendicectomy,  etc.  (5)  Specific : use  of 
.serums,  vaccine.s,  etc. 

I propo.se,  as  will  be  .seen  by  the  foregoing  abstract  of  my  remarks, 
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to  approach  tlie  subject  from  a standpoint  rather  different  from  that 
of  Dr.  Hale  White.  I put  aside  at  once  those  wliich  he  calls  secondary, 
and  proceed  like  him  to  the  primary  kinds  of  colitis.  It  has  to  be 
remembered  that  there  is  no  hard  and  fast  line  between  the  different 
forms,  and  that  one  variety  may  pass  on  to  one  of  the  other  forms : 
I have  known  more  than  one  case  of  this  sort.  Ulcerative  cases  have 
a catarrhal  condition  in  between  the  ulcers ; and  there  are  also  often 
small  ulcers  in  what  seem  simple  catarrhal  cases. 

It  is  often  exceedingly  difficult  to  decide  whether  in  the  frequent 
cases  of  combined  colitis  and  neurasthenia,  the  neurasthenia  has 
developed  because  of  the  muco-membranous  colitis,  or  whether  the 
colitis  has  come  on  in  one  already  a neurasthenic.  One  has  to  treat 
both  conditions  in  these  cases. 

Dietetic  treatment. — The  essential  thing  is  to  use  a diet  leaving 
as  little  residue  as  possible,  certainly  this  is  so  in  all  the  acute 
catarrhal  cases.  In  the  muco-membranous  cases  I think  the  diet  is 
still  more  important.  There  is  the  French  school  of  giving  everything 
sieved  and  minced ; and  there  is  the  German  plan  (V.  Norrder)  of 
giving  large  quantities  of  food,  especially  of  fat.  Personally  I favour 
the  French  plan,  because  I do  not  believe  these  people  can  digest  the 
bulky  diet  of  the  German  physicians. 

Again,  while  I deprecate  as  much  as  Dr.  Hale  White  any  undue 
fussiness  about  diet,  still  I think  some  rules  must  be  laid  down.  Thus 
cellulose  is  not  digested  at  all  by  these  patients,  and  unquestionably 
the  passage  of  such  food  through  the  colon  is  prejudicial,  and  I think 
the  mental  effect  when  they  see  these  undigested  residues  is  almost 
worse  than  fussiness. 

The  further  main  principle  is  that  the  diet  should  contain  a good 
' deal  of  water.  It  is  also  advantageous  that  the  diet  should  contain 
chemical,  as  distinct  from  mechanical  laxatives.  An  exclusive  diet 
of  peptonized  milk  alone  often  does  good.  As  regards  sour  milk,  I 
have  been  disappointed  except  in  a very  few  instances.  As  a food  I 
have  no  objection  to  it,  but  as  an  agent  for  the  cure  of  colitis  I have 
no  faith  in  it. 

Drug  treatment. — Aperients  are  useful,  even  when  there  is  no 
constipation.  The  sulphates  are  useful  in  dysentery  for  instance,  and 
castor  oil  often  does  good,  even  when  there  is  diarrhoea  and  not 
constipation.  I should  not  place  saline  or  calomel  next  to  castor  oil, 
as  Dr.  Hale  White  does.  I should  put  next  infusion  of  senna  pods, 
or  some  vaseline  preparation.  Aloetic  aperients  and  cascara  are,  I 
think,  to  be  avoided. 

Astringents  have  a veiy  limited  field  of  usefulness.  But  tliere  is 
one  class  where  they  are  indicated.  This  is  the  chronic  catarrhal 
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cases.  Here  salicylate  of  bismuth,  or  sulpho-carbonate  of  zinc,  do  good. 
Sedatives  are  also  to  be  avoided,  though  even  opium  must  be  used 
sometimes  for  pain  and  tenesmus  in  a starch  enema.  For  pain  due  to 
spasm,  so  common  in  muco-membranous  colitis,  I have  great  faith 
in  belladonna  as  pill  or  suppository.  I have  rather  a low  opinion  of 
intestinal  antiseptics,  salol,  benzo-naphthol,  and  so  on.  I doubt  if  they 
are  sound  in  theory,  and  I doubt  whether  any  of  the  agents  at  our 
command  have  any  antiseptic  effect.  Small  doses  of  calomel  are  often 
mseful,  but  not,  I think,  for  any  antiseptic  effect. 

Injections  into  the  bowel  are  useful ; sedative,  clean.sing,  and 
astringent.  Warm  olive  oil  is  often  valuable  in  the  uncommon  cases ; 
starch  and  opium  have  been  already  mentioned.  Of  the  cleansing 
agents,  normal  saline  is  the  best.  I agree  with  Dr.  Hale  White  about 
the  Plombihre  treatment.  Of  astringent  injections  for  the  diarrhoeal 
type,  some  of  the  silver  salts  are  helpful  if  the  disease  be  sufficiently 
localized. 

I think  it  is  important  to  speak  of  the  physician’s  view  of 
operative  treatment.  In  operating  one  may  try  to  divert  the  passage 
of  bowel  contents,  to  throw  the  colon  out  of  gear,  to  facilitate  the 
cleansing  of  the  bowel,  or  to  remove  sources  of  infection  as  in 
appendicectomy.  As  to  their  value,  colostomy  should  be  reserved  for 
the  gravest  type ; but  for  some  of  these  it  may  be  the  only  method  of 
saving  life.  Appendicostomy  I have  also  seen  very  successful ; but  I 
have  also  seen  many  relap, ses  after  apparent  improvement.  But  still 
I give  it  a high  testimonial  for  ulcerative  ca.ses  ; I doubt  if  it  is  often 
to  be  recommended  for  the  muco-membranous  cases.  The  removal  of 
the  appendix  itself,  in  my  experience,  is  by  no  means  certain  to  cure 
the  patient,  and  I think  it  often  does  no  good  at  all. 

As  regards  specific  treatment  by  vaccines,  I lay  claim  to  no  very 
large  experience.  The  great  difficulty  is  the  isolation  of  the  organism 
causing  the  symptoms.  In  the  main  I confess  myself  a little  sceptical 
about  this  treatment  for  colitis. 

Di-.  Duncan  FitzWilliam— I understand  that  for  this  meeting 
at  any  rate  the  di.scussion  is  to  wear  a medical  rather  than  a suro-ical 
complexion.  I .should  like  to  .say  something  on  a point  which  has 
already  been  touched  upon  both  by  Dr.  Hale  White  and  Dr. 
Hutchison.  Though  my  experience  of  the  acuter  forms  of  the 
disease  is  comparatively  small,  it  has  been  my  lot  to  see  a great 
number  of  causes  of  the  catarrhal  type,  and  especially  that  form 
ceased  by  irritating  and  unsuitable  food.  While  in  South  Africa 
during  the  war,  it  often  happened  the  troops  on  the  march  were 
served  out  with  an  exceedingly  coarse  form  of  flour  called  “Boer 
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meal.”  This  food  contained  a large  amount  of  indigestible  residue 
which  was  passed  through  the  bowel,  and  the  dejecta  of  those  eating 
this  flour  became  very  copious  and  semi-fluid ; in  fact,  the  term  which 
is  used  in  veterinary  medicine  of  “ scouring  ” could  be  well  applied  to 
this  condition.  It  was  no  uncommon  thing  after  three  or  four  days 
of  this  diet  for  the  stools  to  contain  a large  amount  of  mucus  and  a 
variable  quantity  of  blood,  showing  that  the  catarrhal  condition  was 
verging  on  the  ulcerative  type.  In  the  majority  of  cases  no  urgent 
symptoms  arose,  but  there  were  always  a certain  number  of  men  who 
required  treatment.  Of  course  the  cure  was  easily  effected  with  a 
change  of  diet  and  the  clearing  of  the  colon  by  means  of  castor  oil, 
but  if  these  measures  were  not  possible  owing  to  circumstances,  the 
drug  upon  which  most  reliance  could  be  placed  was  undoubtedly 
ipecacuanha,  although  the  amoeba  of  true  dysentery  had  nothing  what- 
ever to  do  with  the  cause.  From  this  I believe  that  the  same  drug 
has  a much  wider  field  in  this  disease  than  is  recognised  at  the  present 
time.  Perhaps  I might  be  allowed  to  suggest  that  the  present  rage 
for  the  coarser  forms  of  flour  may  perhaps  have  results  which  are 
not  altogether  beneficial. 

Dr.  CuKTis  Webb  referred  to  the  statement  of  Dr.  Hale  White 
that  he  had  no  faith  in  electrical  treatment.  With  this  statement  he 
(Dr.  Webb)  was  in  agreement  so  far  as  high  frequency  and  static 
applications  were  concerned.  He  had  never  found  them  of  any  use 
in  benefiting  the  condition  of  the  colon,  though  they  might  do  good 
in  the  nerve  trouble  so  often  associated  with  this  malady.  In  the 
Lancet  of  November,  1908,  the  speaker  had  written  a letter  referring 
to  the  excellent  results  he  had  obtained  in  a long  standing  case  of 
chronic  muco-membranous  colitis  by  the  ionization  of  silver  salts 
injected  into  the  bowel.  Since  then  he  had  had  many  opportunities 
of  trying  this  treatment  himself,  and  had  brought  it  before  the  notice 
of  some  of  his  colleagues.  It  was  found  best  to  use  a 2 % solution  of 
sulphate  of  lime  delivered  into  the  bowel  from  a douche  can  through 
a special  rectal  nozzle.  This  nozzle  could  be  connected  to  the  positive 
pole  of  a source  of  constant  current,  the  negative  poles  being  on  the 
back  and  abdomen.  A current  of  from  15  to  20  M.A.  was  passed  for 
10  to  15  minutes  once  in  every  four  to  seven  days.  The  zincions 
were  driven  into  the  affected  mucous  membrane,  and  attention  was 
drawn  to  the  long  recognised  fact  of  the  beneficial  effects  of  zinc 
salts  in  diseases  of  mucous  membrane.  While  not  claiming  that  this 
treatment  is  an  infallible  cure,  the  speaker  ui’ged  its  trial  in  obstinate 
cases  of  muco-membranous  colitis  in  conjunction  with  suitable  diet 
and  aperient  medicaments.  He  hoped  that  a paper  of  his,  giving  full 
details  of  the  treatment,  would  shortly  appear  in  the  Lancet, 
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Dr.  Buchanan  .said — I should  like  to  mention  a case  that  was 
sent  to  me  last  year,  a young  man  wdio  had  been  suffering  from  muco- 
membranous  colitis  for  a long  time,  and  was  steadily  getting  w^orse. 
When  I saw  him  he  was  in  a deplorable  state ; he  said  he  felt  an 
absolute  wreck,  complained  of  bad  insomnia  for  the  last  six  months, 
wiis  extremely  irritable,  and  took  no  interest  in  anything.  He  had 
been  treated  by  his  doctor  both  dietetically  and  by  drugs,  and  had 
had  his  bowels  irrigated.  I treated  him  by  hypnotic  suggestion.  At 
the  end  of  a month  he  could  sleep  well,  his  boAvels  acted  regularly, 
and  the  mucus  disappeared.  I mention  this  case  as  being  of  interest 
in  shoM’ing  the  intimate  connection  between  muco-membranous  colitis 
and  neurasthenia. 


Mkktikg  March  21st,  1911.  T.  W.  Parkinson,  M.D.,  Prksioent,  in  the  Chair. 

THE  SURGICAL  TREATMENT  OF  COLITIS  AND 

ITS  INDICATIONS. 

By  J.  P.  LOCKHART  MUMMERY,  F.R.C.S. 

From  the  point  of  view  of  the  operative  treatment  of  colitis,  Ave  may 
divide  the  cases  into  two  classes  : — 

(1)  Cases  of  ulcerative  colitis,  and 

(2)  The  more  chronic  form.s  in  which  there  is  no  ulceration. 

I propose  to  deal  first  with  ulcerative  colitis,  and  then  to  discuss 
the  operative  treatment  of  the  more  chronic  forms,  such  as  muco- 
membranous  colitis. 

There  are  three  (probably  more)  distinct  forms  of  ulcerative 
colitis  which  can  be  easily  distinguished : ordinary  ulcerative  colitis, 
hiemorrhagic  colitis,  and  follicular  ulcerative  colitis.  From  the  point 
of  view  of  treatment,  how’^ever,  this  distinction  is  not  of  much 
importance  Avith  the  exception  of  the  follicular  form,  Avith  which  I 
Avill  deal  later. 

There  are,  of  course,  all  grades  of  ulcerative  colitis,  from  cases 
Avhere  the  patient  is  comparatively  Avell  and  able  to  get  about,  to  the 
very  severe  type  of  cases  which  threaten  death  Avithin  a feAv  Aveeks 
or  earlier. 

Until  quite  recently  ulcerative  colitis  Avas  a condition  for  Avhich 
very  little  could  be  done,  and  the  mortality  Avas  very  high.  Out  of 
sixty  ca.ses  which  I collected  for  the  Jacksonian  E.ssay  of  1908, 1 found 
the  mortality  in  the  unoperated  cases  Avas  seventy  per  cent. ; Avhile  in 
the  statistics  produced  from  St.  Thomas’s  Hospital  at  the  time  of  the 
di.scu.s.sion  on  ulcerative  colitis,  Avhich  took  place  at  the  Royal  Society 
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of  Medicine,  there  was  a mortality  of  fifty  per  cent.,  so  that  we  must 
look  upon  this  condition  as  one  which  very  seidously  threatens  life. 

There  are  two  methods  of  treating  ulcerative  colitis  by  operation; — 

(1)  Giving  rest  to  the  colon  by  establishing  an  artificial  anus  in 
the  caecum,  or  performing  ileo-sigmoidostomy. 

(2)  By  making  an  opening  through  which  the  colon  can  be 
in'igated,  and  the  ulcerated  areas  kept  clean. 

To  deal  first  with  the  former  method,  it  is  obvious  .that  nothing 
but  a right  caecal  colotomy  can  be  of  any  use,  as  the  whole  of  the 
colon  is  usually  involved.  Right  caecal  colotomy  undoubtedly  gives 
excellent  results  as  regards  i-ecovery  from  colitis,  and  as  regards  saving 
the  patient’s  life.  The  operation  is,  however,  objectionable,  as  a right- 
sided colostomy  is  always  more  unpleasant  than  a left-sided  one. 
Moreover,  it  is  frequently  impossible  or  inadvisable  to  close  the 
opening,  and  it  has  to  be  retained  as  a permanent  outlet  for  the  faeces. 
In  several  cases  an  attempt  to  close  the  opening  has  resulted  in  a 
recurrence  of  the  symptoms,  and  in  a few  the  patient  has  died  from 
the  operation  to  close  it.  It  is,  therefore,  obvious  that  it  is  an  opera- 
tion only  to  be  performed  in  the  severest  cases,  and  when  every  other 
method  has  failed  and  the  patient  is  in  danger  of  dying. 

With  regard  to  ileo-sigmoidostomy.  This  is  practically  a usele,ss 
operation  in  cases  of  ulcerative  colitis,  as,  in  the  first  place,  the 
operation  is  a severe  one,  taking  some  considerable  time  to  do,  and  the 
patient  is  generally  much  too  ill  to  warrant  any  prolonged  operation. 
And,  secondly,  the  lower  part  of  the  sigmoid  flexure,  which  would 
have  to  be  used  for  the  junction,  will  almost  certainly  be  ulcerated. 

To  turn  to  the  second  method.  This  is  undoubtedly  the  ideal 
operation  for  these  cases.  The  usual  operation  performed  is  that 
known  as  appendicostom3^  There  are  a few  cases,  however,  where, 
owing  to  the  appendix  having  previously  been  removed,  or  owing  to 
its  being  seriously  diseased  or  entirely  rudimentary,  the  appendix 
cannot  be  utilized.  In  these  cases  a very  satisfactory  opening  can  be 
made  by  burying  a No.  8 catheter  in  the  wall  of  the  csecum,  by  means 
of  Lembert  sutures,  so  as  to  form  a valvular  opening,  the  cajcum 
being,  of  course,  stitched  to  the  abdominal  wall  and  the  end  of  the 
catheter  brought  out  through  one  corner  of  the  incision.  An  opening 
of  this  sort  is  entirely  satisfactory,  but  is  not  so  good  as  an  appendi- 
costomy  opening,  as  in  order  to  keep  the  opening  patent  it  would  be 
necessary  for  the  patient  to  wear  some  form  of  apparatus.  Leakage, 
however,  from  the  caecum  need  not  occur. 

The  operation  of  appendicostomy  is  one  which,  so  far  as  my 
experience  goes,  has  no  mortality,  and  is  not  attended  with  an}'^  risk  to 
life  if  propei’ly  and  carefully  performed.  It  can  be  quickly  done 
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without  exposing  the  abdominal  cavity  for  more  than  a few  seconds, 
and  without  in  any  way  prejudicing  the  patient’s  chance  of  recovery. 

In  ulcenxtive  cases  a catlieter  is  passed  into  tlie  caecum  on  the 
opcnrting  table  and  the  colon  is  washed  out,  a tube  having  been  intro- 
duced into  the  rectum,  until  the  colon  is  practically  cleaned  out,  which 
is  evidenced  by  the  fact  tliat  the  water  coming  away  from  the  rectal 
tube  is  clean.  A very  large  quantity  of  water  or  saline  solution  may 
have  to  be  used  before  this  is  attained.  In  severe  cases,  where  the 
patient  is  threatened  with  death  from  toxaemia  or  haemorrhage,  I con- 
sider this  very  important.  Subsequently  the  colon  is  kept  washed 
oixt  every  five  or  six  hours,  or  oftener  if  this  fails  to  control  the  bleed- 
ing. Hazeline  is  often  added  to  the  water  to  act  as  a haemostatic. 

The  result  of  the  operation  in  cases  of  ulcerative  colitis  is  quite 
amazing.  The  haemorrhage  is  generally  conti'olled  within  12  or  24 
hours,  and  the  toxaemia  rapidly  disappears,  as  evidenced  by  the 
temperature  going  down,  by  the  tongue  becoming  clean,  and  by  a 
very  marked  improvement  in  the  patient’s  general  condition.  As  one 
is  able  to  keep  the  colon  washed  out  with  absolute  certainty,  it  is 
possible  to  get  these  patients  very  quickly  on  to  a more  or  less  full 
diet,  and  this  has  a very  important  bearing  in  enabling  them  to 
recover  from  what  is,  as  a rule,  a most  sei’ious  illness.  I have  known 
patients  to  put  on  a couple  of  stone  within  six  weeks  after  appendicos- 
tomy  has  been  performed. 

I had  a typical  case  the  other  da}^  The  patient  was  a man  about 
40,  who  developed  typical  ulcerative  colitis  in  a severe  form.  It 
began  with  diarrhoea  and  occasional  bleeding  and  a rapid  loss  of  flesh. 
^\  ithin  a comparatively  short  time  he  became  extremely  ill,  with  a 
rapid  running  pulse,  continuous  high  temperature,  and  almost  in- 
ce.ssant  diarrhoea.  The  stools  were  very  foul,  and  contained  large 
quantities  of  blood,  some  of  the  liEemorrhages  being  sufficiently 
profuse  to  threaten  life.  He  was  seen  by  Dr.  Hale  White,  who 
thought  there  was  little  chance  of  recovery,  and  recommended 
appendicostomy  as  offering  the  only  chance.  I performed  the  opera- 
tion the  .same  evening,  and  the  colon  was  washed  clean  on  the 
operating  table,  nearly  two  gallons  of  water  being  used.  The  patient 
rapidly  began  to  “ pick-up  ” ; there  were  no  further  hoemorrhages  of 
any  moment,  and  within  a week  the  patient  was  practically  out  of 
danger.  Ihe  temperature  came  down,  and  all  the  symptoms  entirely 
cleai’ed  up.  I have  had  a number  of  similar  cases  in  which  appendi- 
costomy undoubtedly  saved  the  patient’s  life,  and  recovery  was  quite 
extraordinarily  rapid.  I have  not  met  with  a single  instance  in 
which  appendicostomy  failed  to  immediately  relieve  the  symptoms, 
and  in  which  rapid  recovery  did  not  follow  the  operation.  I have  not 
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met  with  any  case  of  ulcerative  colitis  in  which  recovery  has  not 
taken  place  after  appendicostoniy,  though  in  one  case  the  patient  died 
from  heart  failure  before  recovery  was  complete. 

I quite  agree  with  Dr.  Hale  White  and  Dr.  Hutchison,  that  patients 
with  ulcerative  colitis  do  sometimes  get  quite  well  without  operation. 
In  such  cases,  however,  recovery  is  a very  slow  process,  occupying 
many  months,  and  relapses  are  very  common.  I believe,  therefore, 
that  it  is  not  worth  while,  or  in  the  best  interests  of  the  patient,  to  try 
non-operative  treatment  when  a definite  ulcerative  colitis  exists. 
I have  one  case  in  particular  in  mind,  of  a young  officer  in  the  army, 
who  some  four  years  ago  had  severe  ulcerative  colitis  following  an 
attack  of  dysentery  contracted  in  India.  I saw  him  in  consultation 
with  Dr.  Hale  White,  and  he  recovered  without  operation.  It  was, 
hoAvever,  six  to  nine  months  before  he  was  well  enough  to  return  to 
his  duties,  and  within  six  months  he  had  another  attack  vdiich  laid 
him  up  for  another  four  months,  but  from  which  he  again  recovered 
Avithout  operation.  Some  four  months  after  this  the  condition  again 
relapsed  and  it  Avas  thought  probable  that  he  Avould  have  to  leave  the 
army  unless  something  could  be  done  to  prevent  the  constant  relapses. 
After  consultation  I performed  appendicostoniy,  and  Avithin  a month 
he  Avas  back  at  his  duties,  Avhereas,  in  previous  attacks,  it  had  been 
three  or  four  mouths.  It  is  now  about  15  months  since  I performed 
the  operation,  and  he  has  remained  quite  Avell  since.  My  onl}'-  regret 
is,  that  the  operation  Avas  not  performed  iiA  the  first  instance.  Relapses 
occasionally  occur,  even  after  appendicostoniy,  but  can  quickly  be  cut 
short  by  resuming  irrigation  of  the  colon.  For  this  reason,  hoAvever, 
it  is  not  advisable  to  alloAV  the  opening  to  close  until  at  least  a j^ear 
has  elapsed  Avithout  a relapse.  As,  hoAvever,  the  opening  does  not  cause 
the  patient  the  slightest  inconvenience,  nor  require  that  anything 
should  be  Avorn  over  it,  there  is  no  difficulty  about  this. 

The  results  of  appendicostoniy  in  cases  of  ulcerative  colitis  are  so 
satisfactoiy,  and  recovery  is  so  rapid,  that  I think  it  is  uiiAvise  to 
attempt  to  treat  the  cases  Avithout  ojieration,  and  that  appendicostoniy 
should  be  performed  at  once  in  all  cases,  instead  of,  as  is  sometimes  the 
case,  being  left  as  a last  resort  if  other  means  fail.  The  latter  course, 
even  if  successful,  Avill  mean  a long  severe  illness  Avitli  a jirolonged 
convalescence,  Avhereas  if  appendicostoniy  is  performed,  the  patient  is 
generally  about  again  in  four  or  five  Aveeks. 

Before  leaving  the  subject  of  ulcei’ative  colitis,  I should  like  to 
say  that  it  is  not  safe  to  diagnose  this  condition  from  the  s^^mptoms 
alone,  as  there  are  one  or  tAvo  other  conditions  Avith  identical  symptoms. 
Last  year  I was  called  in  to  see  two  cases  presenting  typical  symptoms 
of  ulceratiA’^e  colitis,  and  in  both  the  sigmoidoscope  shoAved  there  Avex'e 
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multiple  adenomata  of  the  colon,  a condition  quite  different  from 
ulcerative  colitis  and  requiring  different  treatment.  Follicular  colitis 
is  a form  of  \ilcerative  colitis  which  is  always  secondary  to  some  other 
condition,  such  as  cancer  or  stricture. 

To  turn  to  the  cases  of  chronic  mucous  colitis ; these  are 
usually  divided  into  cases  in  which  the  colitis  is  secondary  and 
those  in  which  it  is  primary.  I believe  this  classification  to  be 
quite  correct,. but  I would  put  most  of  the  cases  under  the  heading  of 
secondary  colitis,  and  reserve  the  word  primary  for  those  cases  in 
which  a definite  inflammatoi’y  condition  of  the  mucosa  of  the  colon 
can  be  demonstrated  by  means  of  the  sigmoidoscope.  Out  of  66  cases 
which  I collected  I found  there  were  only  30  in  which  this  was  the 
case.  In  other  words,  in  less  than  45  per  cent,  can  an  inflammatory 
condition  be  demonstrated,  and  these  cases  alone  justify  the  word 
colitis.  In  the  remainder,  the  symptoms  are  secondary  to  a lesion  in 
some  other  part,  and  it  is  my  belief  that  with  the  exception  of  the 
cases  where  definite  inflammatory  condition  exists,  some  other  lesion 
is  accountable  for  the  symptoms.  The  following  table  gives  some 
idea  of  the  variety  of  lesions  which  are  found  in  cases  of  so-called 


membranous  colitis ; — 

Cases. 

Adhesions  and  pericolitis  causing  more  or  less  kinking  and  obstruction  ...  14 

Enteroptoais  of  the  colon  .. . ...  ...  ...  ...  ...  ...  ...  5 

Chronic  appendicitis  ...  ...  ...  ...  ...  ...  ...  ...  5 

Inflammation  or  displacement  of  the  uterus  or  appendages  ...  ...  2 

Previous  operations  upon  the  abdomen  involving  the  colon  ...  ...  2 

Chronic  inflammation  of  the  colon  ...  ...  ...  ...  ...  ...  30 

Cancer  ...  ...  ...  ...  ...  ...  ...  ...  ...  ...  7 

Fibrous  structure  of  the  sigmoid  ...  ..  ...  ...  ...  ..  2 


The  most  important  factor  in  treating  eases  of  chronic  mucous 
and  membranous  colitis  is  to  make  a correct  diagnosis. 

A careful  study  of  the  cases  which  I have  collected,  and  of  the 
pathological  data  obtainable  in  cases  of  chronic  mucous  colitis,  has  led 
me  inevitably  to  one  conclusion,  namely,  that  chronic  mucous  and 
membranous  colitis,  as  ordinarily  described  in  text  books  and  medical 
treatises,  is  not  a disease  and  has  no  claini  to  be  considered  as  a 
clinical  entity.  It  is  clearly  a collection  of  symptoms,  which,  from 
want  of  better  knowledge  as  to  the  pathology  of  the  colon,  have  been 
de.scribed  as  a disease,  whereas,  in  fact,  these  symptoms  may  be  due  to 
many  different  pathological  conditions  of  the  colon,  of  widely  different 
character.  I think  the  name  mucous  or  membranous  colitis  should 
not  be  used,  as  it  depends  upon  the  presence  of  mucus  in  the  stools : 
and  we  know  that  an  excess  of  mucus  occurs  in  a great  variety  of 
pathological  states  of  the  colon  ; and  the  form  which  the  mucus  takes, 
whether  shreds,  casts,  or  membrane,  is  of  no  real  importance.  The 
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first  essential  in  treating  any  case  is  an  examination  with  the 
sigmoidoscope.  If  an  inflammatory  condition  is  tlien  found  the  con- 
dition should  be  treated  as  a colitis,  and  in  the  vast  majority  of  cases 
recovery  will,  I believe,  occur  without  operation.  When,  however,  no 
inflammation  is  found  a most  careful  examination  must  be  made  to 
discover  the  cause  of  the  symptoms,  and  successful  treatment  will 
depend  upon  the  discovery  and  treatment  of  the  lesion,  whatever  tins 
may  be.  During  the  last  two  years  I have  had  several  cases  in  which 
a patient  supposed  to  be  suffering  from  chronic  membranous  colitis 
was  cured  by  the  discovery  and  removal  of  the  cause  of  the  symptoms. 
In  one  case  this  was  found  to  be  gall  stones,  and  I removed  40  gall 
stones  from  the  patient’s  gall  bladder.  She  had  i^reviously  been  ill 
for  ten  years,  and  has  now  been  perfeetly  well  for  two. 

In  another  case  the  patient  had  a large  hernia  in  which  the  gut 
was  partially  incarcerated,  and  which  was  producing  the  symptoms. 
In  another  case  there  was  a stricture  six  inches  long  in  the  middle  of 
the  sigmoid  flexure,  due  to  hj^perplastic  tuberculosis ; this  was 
resected,  and  the  patient  recovered.  And  I could  quote  a number  of 
similar  instances.  I quite  agree  with  Dr.  Hale  White  and  Dr. 
Hutehison  that  appendicostomy  often  fails  to  cure  cases  of  mem- 
branous colitis.  It  often  very  materially  improves  the  patient  by 
insuring  that  the  colon  is  kept  empty,  and  by  preventing  auto- 
intoxication. A marked  improvement  in  the  general  health  often 
results,  but  many  of  the  subjective  symptoms  are  not  improved.  I 
believe  that  the  main  cause  of  failure  is  incorrect  diagnosis.  Some  of 
the  most  difficult  cases  are  those  in  which  there  are  symptoms  of 
chronic  colitis  associated  with  severe  visceroptosis.  In  such  cases 
appendicostomy,  by  preventing  accumulation  in  the  prolapsed  colon, 
will  much  improve  the  patient’s  general  condition,  but  it  cannot  be 
expected  that  it  will  materially  improve  the  dyspeptic  symptoms  or 
the  lack  of  energy,  which  is  the  inevitable  result  of  the  lowered  intra- 
abdominal pressure.  I believe  that  appendicostomy  should  only  be 
performed  for  cases  of  chronic  mucous  colitis  after  non-operative  treat- 
ment has  been  given  a very  thorough  trial  and  failed,  and  only  then 
after  everything  possible  has  been  done  to  ascertain  whether  there  is 
some  intra-abdominal  lesion  behind  the  symptoms.  Where,  however, 
the  patient  shows  well-marked  symptoms  of  auto-intoxication, 
appendicostomy  will  do  a great  deal  towards  improving  the  patient’s 
general  condition,  and  I have  seen  a number  of  cases  where  a patient, 
who  was  previously  a chronic  invalid,  has  recovered  sufficiently  to 
enjoy  useful  life. 

As  was  pointed  out  by  Dr.  Hale  White,  it  is  essential  to  keep  the 
colon  as  empty  as  possible  in  order  to  get  jDatients  suffering  from 
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colitis  well.  The  only  way  sligrt  of  ca3Costoiny  of  doing  this,  is  by 
performing  appendicostoiny,  and  when  medical  treatment  fails  to 
improv'e  the  patient,  this  operation  should,  in  mj?^  opinion,  be  performed. 
The  only  cases  in  which  I have  known  the  operation  fail  to  cure 
chronic  muco-membranous  colitis,  have  been  cases  in  which  no 
inflammatory  condition  of  the  colon  could  be  demonstrated,  and 
the  failure  in  such  cases  to  cure  the  patient  is  in  my  opinion  due  to 
the  real  cause  of  the  symptoms  not  having  been  discovered  or  treated. 

I have  obtained  the  very  best  results  in  the  treatment  of  chronic 
muco-membranous  colitis,  not  by  appendicostoiny,  but  by  discovering 
some  lesion  in  the  colon  or  outside  it,  and  removing  it.  The 
indiscriminate  performance  of  appendicostoiny  in  all  cases  where 
membrane  or  casts  in  the  stools  are  found  associated  with  pain,  tends, 
in  my  opinion,  to  bring  discredit  upon  the  operation  and  is  an 
unscientific  method  of  treatment. 

To  sum  up,  I think  appendicostoiny  should  be  performed  at  once 
in  all  cases  of  ulcerative  colitis,  and  is  good  treatment  in  cases 
of  real  chronic  colitis  (i.e.,  where  inflammation  of  the  colon  can 
be  demonstrated),  when  medical  treatment  has  failed.  It  also  affords 
great  relief,  though  it  does  not  result  in  a cure,  in  cases  of  chronic 
colitis  associated  with  visceroptosis. 

The  essential  to  successful  results  in  all  cases  of  chronic  muco- 
membranous  colitis,  is  a correct  diagnosis,  and  this  is  often  a matter  of 
great  difficulty,  but  our  results  are  already  so  much  better  than  they 
were  ten  years  ago,  that  we  may  confidently  look  forAvard  to  much 
greater  success  in  the  future. 


THE  BACTERIOLOGICAL  TREATMENT  OF  COLITIS. 

By  J.  W.  H.  EYRE,  M.D.,  M.S.,  Bacteriologist  to  Guy’s  Hospital. 

The  two  organisms  usually  found  in  colitis  are  the  pneumococcus  and 
the  bacillus  pyocyaneus.  In  muco-membranous  colitis  of  chronic 
form,  with  shreds  and  casts,  a variant  of  the  type  of  bacillus  coli 
communis  is  usually  found. 

Let  us  turn  for  a moment  to  the  bacteriological  examination  of 
normal  faeces.  On  a Conradi-Rigalster  medium,  e.g.,  one  may  get 
various  organisms  of  the  acid-forming  type,  which  on  the  one  hand 
belong  to  the  coli,  and  on  the  other  to  the  streptococcus  group.  There 
may  also  be  an  organism  called  by  Durham  bacillus  coli  communior. 
These  various  organisms  in  normal  faeces  are  in  the  ratio  of  about  20 
organisms  of  the  coli  group  to  one  of  the  strepto-coccus  group. 
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In  the  chronic  forms  of  muco-membraneous  colitis  some  colonies 
are  undoubtedly  bacilli  coli,  but  there  are  other  groups  also  which 
differ  slightly  from  these  in  their  characteristics.  It  is  to  these 
organisms  that  the  continuance  of  the  infection  is  due.  Whether 

o 

they  are  altered  bacilli  coli  or  not  is  not  absolutely  certain,  but  some 
certainly  revert  to  the  original  type.  In  the  acute  forms  the  infecting 
agent  can  be  picked  out  with  little  difficulty  ; in  the  chronic  forms 
this  is  difficult.  Each  of  these  organisms  must  be  sub-cultivated  to 
eliminate  the  presence  of  saprophytes.  In  typhoid  fever  agglutinins 
are  formed  and  are  present  in  the  blood  : so  for  the  chronic  forms  of 
colitis.  On  testing  the  agglutinating  powei’s  of  the  blood  in  the  latter 
case  a large  amount  of  agglutinin  certainly  indicates  infection.  On 
fii'st  examination  all  the  organisms  will  clump  the  bacillus  coli : with 
successive  dilutions,  however',  most  of  the  organisms  drop  out,  leaving 
the  actual  infecting  organism.  This,  however,  is  a matter  of  much 
time  and  difficulty,  and  often  the  muco-membranous  form  is 
secondary.  Where  the  bacillus  coli,  for  instance,  has  entered  the 
substance  of  the  intestinal  wall,  until  this  condition  is  diagnosed, 
treatment  will  be  of  little  success. 

Out  of  32  cases  in  my  records,  23  were  acute  or  sub-acute 
ulcerative.  In  two  others  the  pneumococcus  was  associated  with 
other  organisms. 

Of  the  chronic  cases  with  membrane  and  shreds,  nine  in  number : 
in  six  coliform  organisms  were  found — of  these  two  improved ; in  one 
bacillus  coli  was  found — vaccine  (autogenous)  was  useless ; and  two 
were  due  to  bacillus  pyocyaneus — in  these  vaccine  cured  the  patients. 

As  regards  treatment,  I think  that  all  available  measures  should 
be  adopted  on  the  part  of  physicians  and  surgeons  alike.  By  flushing 
out  the  colon  and  keeping  it  at  rest  one  employs  the  best  methods  to 
favour  cure  by  enabling  the  intestinal  wall  to  throw  off  dead  bacteria. 

As  regards  vaccines,  autogenous  ones  must  always  be  used. 
Stock  vaccines  are  useless,  since  the  organism  which  enters  the 
intestinal  wall  is  always  derived  from  the  interior  of  the  intestinal 
canal  of  the  patient,  and  the  reason  that  this  oi’ganism  can  enter  is  by 
reason  of  the  virulence  of  the  toxins  which  these  organisms  have 
produced,  and  which  have  injured  the  intestinal  walls  so  that  damage 
has  been  done. 


DISCUSSION. 

Dr.  Vincent  Dickinson  said — I should  like  to  add  my  quota  of 
apjn-eciation  and  indebtedness  to  the  four  pi'incipal  speakers.  I think 
that  seldom  before  has  the  Society  been  privileged  to  hear  the  subject 
of  its  a,imual  debate  treated  by  four  consecutive  speakers  so  lucidly 
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and  practically.  Dr.  Hale  White’s  openinj^  sumiiuiry  was  a master- 
piece of  simplicity,  and  I could  not  help  feeling  flattered,  as  no  doubt 
many  others  did,  that  the  words  of  wisdom  that  fell  from  his  lips 
tallied  so  closely  with  our  own  individual  experience  of  this  disease. 
He  seemed  to  strike  a forcible  note,  which  probably  found  a response 
in  the  thoughts  of  some  present,  when  he  said  that  the  treatment  of 
colitis  resolved  itself,  in  many  instances,  into  the  treatment  of  the 
causa  caxLsans.  .^^nd  this  leads  me  to  say  that  this  treatment  will  be 
found  intimately  bound  up  with  the  treatment  of  that  common 
complaint  known  as  chronic  constipation,  which  is  almost  always 
present  in  the  early  stages,  and,  which,  in  the  majority  of  instances, 
is  not  only  merely  associated  with  the  colitis,  but  is  the  cause  of  it. 
There  is  no  doubt  a great  tendency  in  the  present  day  to  neglect  the 
efficient  evacuation  of  the  colon  ; the  days  of  the  blue  pill  and  black 
draught  are  ah’eady  fading  into  oblivion,  and  I am  often  reminded  of 
the  old  nurse  who  made  this  portentous  statement  to  the  doctor  in 
charge  of  the  case:  “The  patient  is  ever  so  much  better  to-day,  sir, 
he’s  had  his  bowels  well  removed.”  Now,  I am  sometimes  tempted  to 
say  to  patients  who  tell  me  that  their  bowels  act  every  day:  “^es, 
but  have  they  been  well  removed  ? ” I have  sometimes  thought  that 
the.se  ulcerative  cases  of  colitis  were  only  the  outcome  of  simple  cases 
in  which  a bacterial  infection  due  to  retention  of  the  intestinal 
contents  had  been  superadded.  When  such  an  infection  has  taken 
place  to  any  great  extent,  then  the  case  ceases  to  be  curable  by  treat- 
ment with  castor  oil,  and  resort  must  be  had  to  flushing  out  the 
intestine,  either  by  the  Plombiere’s  method  or  by  an  appendicostoni}^, 
and  the.se  cases  relapse,  not  because  the  treatment  is  unsuitable,  but 
because  the  bacterial  infection  has  penetrated  so  far  into  the  mucous 
membrane,  that  flushing  in  itself  is  not  enough,  and  some  other 
method  must  be  resorted  to  in  order  to  get  rid  of  it,  namely,  treatment 
by  vaccine.s.  With  regard  to  diet  in  colitis,  some  difference  of  opinion 
has  been  expressed.  Personall}^,  I agree  with  those  who  assert  that 
diet  should  be  digestible.  But  how  can  we  determine  what  is 
dige.stible  and  what  is  not  ? Having  regard  to  the  neurotic  condition 
of  jnost  of  the  patients,  I think  we  require  something  more  definite 
to  act  upon  than  their  mere  fancies  and  statements.  To  get  some 
practical  data  on  this  point,  I make  it  a rule  to  have  the  faeces 
investigated  after  a test  meal,  to  which  some  powdered  charcoal  has 
been  added.  The  test  meal , consists  of  a pur6e  of  potatoes,  minced 
underdone  beef  and  butter ; and  a very  simple  examination  of  the 
coloured  portion  of  the  stools  affords  really  valuable  information  as  to 
the  general  state  of  the  patient’s  digestion. 

Mr.  Maynard  J-Ieatii  said  he  was  surprised  that  no  one,  in 
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speaking  of  tlie  causes  of  colitis,  had  laid  stress  on  the  importance  of 
looking  for  septic  foci  at  the  upper  end  of  the  alimentary  tract,  and 
especially  for  septic  conditions  of  the  teeth  and  gums.  He  believed 
that  the  constant  swallowing  of  pus  and  organisms  was  the  starting 
factor  in  many  of  these  cases.  He  related  some  cases  in  which 
symptoms  of  colitis  were  well  marked,  and  which  had  been  entirely 
relieved  as  soon  as  the  mouth  had  been  put  in  order.  The  sigmoido- 
scopic  ajDpearances  in  these  cases  were  intere,sting.  In  the  early 
stages,  characterized  by  intense  diarrhoea  and  the  passage  of  large 
quantities  of  mucus,  there  was  very  little  abnormal  to  be  seen.  The 
mucous  membrane  of  the  colon  had  its  normal  pink  colour,  but  it  was 
thickly  covered  with  mucus.  In  the  more  advanced  cases  where,  in 
addition  to  the  diarrhoea  and  passage  of  mucus,  there  was  the  frequent 
passage  of  blood,  the  mucous  membrane  was  bright  red  and  velvety, 
and  showed  numei’ous  bleeding  points,  but  no  macroscopic  ulceration. 
Even  these  cases  cleared  up  if  caught  early  and  the  mouth  is  attended 
to.  In  the  later  stages  Mr.  Heath  considered  appendicostomy  was  the 
proper  treatment,  but  he  related  one  case  in  which  he  had  performed 
appendicostomy  with  apparent  cui'e,  but  in  which  the  disease  had 
relapsed,  and  renewal  of  the  washing  had  not  effected  the  marked 
relief  that  had  occurred  on  the  first  occasion.  He  thought  these  cases 
had  better  be  spoken  of  as  “ septic  colitis,”  agreeing  with  Dr.  William 
Hunter,  and  that  in  the  bleeding  cases  the  qualifying  term 
“ hsemorrhagic  ” should  be  added.  He  believed  they  were  the  early 
stages  of  ulcerative  colitis,  and  were  amenable  to  treatment.  He 
agreed  with  Mr.  Mummery  that  no  variety  of  colitis  should  be 
diagnosed  without  the  use  of  the  sigmoidoscope,  but  would  like  to 
insist  that  no  case  of  colitis  should  be  treated  until  every  source  of 
septic  infection  had  been  destroyed. 

Dr.  Halls  Dally  said  that  he  thought  that  the  Society  might 
congratulate  itself  upon  having  such  a clear  composite  picture  laid 
before  it  by  the  speakers  who  had  opened  the  discussion  on  each 
evening.  To  Dr.  Hale  White  thanks  were  specially  due  for  his 
excellent  classification,  and  for  his  timely  warning  with  reference  to 
the  disturbance  produced  by  excessive  flushing  of  the  intestinal 
tract ; also  for  his  remarks  as  to  the  importance  of  rest  for  the 
already  irritated  and  infiltrated  mucous  lining.  Dr.  Halls  Dally 
agreed  with  Dr.  Robert  Hutchison  that  in  cases  of  ulcerative  colitis 
of  dysenteric  nature  ipecacuanha  in  large  doses  was  of  extreme  use, 
but  that,  apart  from  this  relatively  small  class,  he  thought  that 
appendicostomy  as  recommended  by  Mr.  Lockhart  Mummery  should 
be  performed  without  unnecessary  delay.  The  speakei’’s  experience 
dealt  mainly  with  cases  of  muco-meinbranous  colitis,  in  which,  as 
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taught  by  the  late  Jkir.  Keetley,  appeudicostomy  was  of  nothing  like 
the  same  value  as  in  the  ulcerative  forms.  Speaking  generally,  he 
had  obtained  the  best  results  with  a concentrated,  digestible,  and 
nutritious  diet,  which  left  the  smallest  possible  residue,  and  he 
condemned  the  von  Noorden  method  on  account  of  the  enormous 
non-digestible  residue  of  cellulose.  In  conclusion,  he  would  like 
further  to  insist  upon  the  importance  of  the  nervous  element  in  these 
ca.ses,  and  would  venture  to  I’ecommend  the  use  of  injections  of 
Plasma  de  Quinton,  which  had  proved  extremely  beneficial  in  several 
of  his  own  cases. 

Dr.  Kenneth  Eckenstein  said  that  he  would  like  to  support 
Dr.  Halls  Daily’s  remarks  with  reference  to  the  good  results  obtained 
with  Plasma  de  Quenton.  He  had  used  this  remedy  for  the  past  four 
years  in  various  neurasthenic  and  intestinal  affections.  He  would, 
hoAvever,  suggest  that  only  suitable  cases  should  be  treated,  and 
would  utter  a warning  against  the  indiscriminate  use  of  the  method. 

The  President,  in  summing  up,  said  that  we  have  gathered  the 
following  principles  : — 

(1)  Arrive  at  an  accurate  diagnosis. 

(2)  Put  patient  on  a regulated  dietary. 

(3)  Keep  the  colon  empty  by  harmless  purgatives. 

(4)  If  these  means  fail,  call  in  the  surgeon  and  the  bacteriologist. 

(5)  In  very  bad  cases  the  relief  from  operation  is  immense,  and 
two  cases  in  the  speaker’s  experience  which  were  near  to  death  were 
saved  by  surgical  procedure,  and  made  a complete  recovery. 
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CHELSEA  CLINICAL  SOCIETY;  THE  DEBATE  ON 

COLITIS. 

By  thk  Editorial  Seckktary,  J.  FOSTER  PALMER. 


The  Animal  Debate  tliis  year  lias  been  of  even  more  than  usual 
interest  and  importance  on  account  of  tlie  numerous  side  issues 
involved.  We  venture  to  think  it  has  had  a not  inconsiderable 
bearing  on  the  rival  claims  of  medicine,  sui-gery,  and  bacteriology 
beyond  the  actual  limits  of  the  subject  under  discussion.  There  has 
been,  indeed,  very  little  rivalry,  very  little  overlapping,  but  a general 
consensus  of  opinion  that  there  is  a time  for  drugs,  a time  for  the 
knife,  and  a time  for  vaccine.  This  is  especially  important  in  view  of 
the  exclusive  claims  sometimes  made  in  favour  of  operation  or  of 
inoculation  as  compared  with  the  two  other  methods  of  treatment. 
The  subjects  of  appendicectomy  and  of  short-circuiting  the  intestine, 
for  instance,  have  been  discussed  from  a point  of  view  somewhat 
different  from  that  of  appendicitis  or  of  constipation  alone.  There 
may  be  reasons  for  and  against  appendicectomy,  appendicostomy,  and 
short-circuiting  apart  from  the  mere  fact  of  the  presence  of  appendi- 
citis or  of  constipation  complicated  with  enteroptosis.  In  view  of  the 
great  prevalence  of  operations  in  the  present  day  these  side  lights  are 
extremely  valuable,  and  may  help  to  explain  their  occasional  failure. 

Another  very  important  point  with  regard  to  the  causation  of 
colitis  was  put  forward  by  Mr.  Maynard  Heath.  This  is  the  splendid 
culture  medium  for  all  kinds  of  pathogenic  mici’obes  supplied  by 
carious  teeth  and  their  surroundings.  With  a septic  mouth  and  gums 
furnished  with  decaying  teeth  septic  material  and  septic  organisms 
must  inevitably  enter  the  intestinal  canal.  The  only  question  is,  will 
they  take  root  there  ? In  all  cases  of  bacterial  infection  of  the  intes- 
tinal canal  two  factors  are  necessary.  There  must  be,  first,  the 
introduction  of  the  bacteria  into  the  intestine,  and  then  there  must  be 
some  previous  lesion,  or,  at  least,  some  abnormal  condition,  of  the 
mucous  membrane  for  their  cultivation.  It  is  jirobable  that  in  a 
perfectly  healthy  intestine  they  will  pass  through  the  entire  canal  (as 
in  the  case  of  the  cholera  bacilli  swallowed  by  Klein)  without  any 
effect  whatever.  This  fact  seems  to  be  practically  established  by  the 
experiments  of  Dr.  Henderson-Smith.  These  experiments  showed 
that  the  results  of  the  introduction  of  bacteria  and  of  vaccines  by  the 
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mouth  are  neither  accurate  nor  reliable.  Hypodermic  injection  gives 
definite  results.  Oral  administration  gives  indefinite  results. 
Whether  given  by  the  mouth  or  by  the  rectum  it  was  found  impos- 
sible to  regulate  the  dosage.  The  results  wex’e  found  to  be  “too 
irregular  and  too  little  under  control  to  warrant  a departure  from  the 
present  system  of  inoculation.”* 

This  means  that  the  etlect  of  organisms  introduced  into  the 
intestinal  canal  depends,  not  on  the  amount  introduced,  but  on  the 
receptive  or  non-receptive  condition  of  the  mucous  membrane  lining 
that  canal.  In  the  case  of  antitoxins  it  was  found  that  absorption 
from  the  alimentary  canal  was  irregular  and  exceptional,  and  the 
immunity  produced  always  feeble,  and  bearing  no  relation  to  the 
quantity  introduced.  Diphtheria  and  tetanus  antitoxins  were  found 
to  be  quite  harmless  Avhen  swallowed  by  animals,  and  bacteria 
introduced  into  the  system  in  the  same  way  gave  results  which  were 
feeble  and  uncertain.  It  is  clear,  then,  that  for  the  cultivation  of  any 
pathogenic  organisms  in  the  intestines,  the  mucous  membrane  must  be 
in  a morbid  or  irritable  condition.  This  is  the  second  factor  in 
the  production  of  colitis.  Pathogenic  organisms  may  flourish 
in  a septic  mouth,  but  they  also  require  encouragement  from 
their  environment  when  swallowed.  This  morbid  condition 
is  not  difficult  to  bring  about  in  subjects  with  sensitive  mucous 
membranes.  Any  hard,  rough,  indigestible  material  may  suffice  to 
produce  a lesion  sufficient  for  this  purpose.  Many  of  the  foods 
recommended  for  the  relief  of  constipation  are  very  liable  to  do  so. 
One  of  the  most  important  of  these  is  oatmeal,  which,  although 
indulged  in  with  impunity  by  large  numbers  of  Scotchmen,  has  long 
been  known  to  be  liable,  on  occasions,  to  cause  ulceration  and 
obstruction  on  account  of  the  irritating  character  of  the  silicated 
husks.  The  effect,  indeed,  must  be  somewhat  similar  to  that  produced 
by  swallowing  powdered  flints  or  glass.  This  is  an  instance  of  the 
danger  of  mechanical,  as  distinct  from  chemical,  aperients,  so  clearly 
pointed  out  by  Dr.  Hutchison.  There  must  also  be  some  danger, 
especially  where  there  is  a tendency  to  constipation,  in  substances 
containing  hard  and  absolutely  insoluble  ingredients. 

The  same  applies  to  brown  bread,  “ wholemeal  ” bread,  and  other 
aids  to  digestion,  while  even  the  much  vaunted  “ Standard  Bread,” 
containing,  as  it  does,  a certain  proportion  of  powdered  bran,  an  un- 
u.sually  large  amount  of  cellulose  and  of  mineral  constituents,  cannot 
be  considered  free  from  the  same  element  of  danger.  When  once  a 
morVjid  condition  is  set  up  in  the  intestine,  the  microbes,  whether 
introduced  from  the  mouth  itself  or  from  the  food  which  passes 
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through  it,  will  inevitably  make  this  condition  a permanent  one 
Then  begins  the  distressing  train  of  symptoms  which  has  been  the 
subject  of  debate.  In  Eastern  countries  diamond  dust  is  used  as  a 
poison.  The  hard  insoluble  particles  set  up  an  irritation  of  the  mucous 
membrane,  and,  owing,  no  doubt,  to  the  great  prevalence  and  virulent 
character  of  the  pathogenic  microbes,  fatal  inflammation  is  practically 
the  certain  result.  In  this  country,  although  the  effect,  for  various 
reasons,  is  neither  so  raj)id  nor  so  constant,  there  must  always  be  a 
certain  danger- in  the  regular  and  continuous  introduction  into  the 
intestinal  canal  of  hard  and  insoluble  material,  whether  in  finely 
divided  powder  or  in  larger  masses.  Indeed,  in  the  pulverised  form  it 
would  be  more  likely  to  cause  irritation  on  account  of  the  greater 
number  of  units  involved.  A plum  stone,  for  instance,  might  become 
impacted,  or  it  might  not ; it  might  scratch  the  mucous  membrane  in 
its  passage,  or  it  might  not,  and  in  the  former  case  the  wound  would 
probably  heal.  On  the  other  hand,  the  same  quantity  of  powdered 
glass  would  inevitably  give  rise  to  numerous  small  lesions,  some  of 
which  would  be  almost  certain  to  receive  a visit  from  some  congenial 
microbe. 
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